are in general poorly understood. In the following discussion it was noted that the ophthalmological effect for practolol was highly specific for man and that there was still no animal model.
Doctor, is it something I ate?
Public interest in food allergy and intolerance is becoming intense. But doctors seem, on the whole, to be unconcernedeven gastroenterologists, whose job it is to know about the system which receives and processes food. Only a handful of gastroenterologists came to the meeting on 'Food intolerance' organized by the Forum on Food and Health on 21 June 1985, which is a shame because it was an excellent symposium, well attended by people from other disciplines. Perhaps doctors are afraid of a subject which many see as a bog or quicksand.
If one has to cross a bog or quicksand it is a good idea to have a map. Professor M H Lessof of Guy's Hospital, London, opened the proceedings by providing a map in the form of a lucid and succinct overview, just as he did in his book'. If this field is a bog it is largely because it lacks objective tests. Skin-prick tests can be useful but, for the provocation of food-induced symptoms,-it is now known that they are totally unreproducible2. So, in most cases, the only diagnostic test is a double-blind challenge, which is not at all easy to do. Occasionally, a rise can be shown in plasma histamine or prostaglandins, but we are a long way from having a generally applicable blood test.
Direct toxic effects of additives and adulterants are easily understood but new aspects are constantly being discovered. Wine has been in the news with the Austrian ethylene glycol scandal, but it is not only illegal wine additives that can cause problems. Sulphur dioxide gas, or metabisulphite which releases it, is widely used as a preservative in wine, beer and some foods such as sausages, and inhaling it can provoke asthma. Indeed, in one study, drinking 4 ounces (112 ml) of white wine caused a fall in forced expiratory volume in 4 out of 24 asthmatics and symptoms in two of them3. If this became widely known in the profession, perhaps interest in food intolerance would increase! Another popular drink which can cause trouble is cow's milk. Here it is infants who bear the brunt, as we heard in a masterly talk by John Walker-Smith, Professor of Paediatric Gastroenterology at St Bartholomew's Hospital, London. The range of organs upset by cow's milk is amazingincluding the respiratory tract (nasal catarrh, bronchitis, asthma) and the skin (eczema, urticaria and angioneurotic oedema) as well as most parts of the alimentary canal. Of afflicted infants, the lucky ones are those who immediately vomit their milk or develop urticaria, because in them the diagnosis is obvious and so is the remedy. In others, milk silently damages the intestinal mucosa and the children present as cases of malabsorption or of colitis, or simply with delayed recovery from gastroenteritis.
A high index of suspicion is what the doctor needs to pick up cases of food intolerance. But he can be too suspicious, as some enthusiasts undoubtedly are.
Perhaps this is what deters the average doctor from this area: namely, the knowledge that its practitioners include cranks, if not charlatans, and that patients are often hypochondriacs.
Nevertheless, doctors must face the facts. True cases of food intolerance may not be common but neither are they rare. According to Dr J 0 Warner of the Brompton Hospital, London, about 2% of children are sensitive to cow's milk. But at least cow's milk is easily recognized and excluded. It is not so with food additives. Take the case of tartrazine (E102). This orange-coloured azo dye is used in many popular drinks and foods such as tomato soup and custard powder. A child who is fond of orange squash can easily consume 10mg of tartrazine a day, but it takes only 0.1 mg to upset a sensitive child. Tartrazine can cause rhinitis, asthma, skin rashes and behaviour disturbances. Fortunately, tartrazine sensitivity is thought to affect only 600 in every million children, but an equal number react to sunset yellow (E110) and to benzoates, a group of commonly used preservatives (E210-E219).
To avoid all these additives a diet would have to exclude many children's favourites (hot dogs, jellies, ice-creams, etc.) and it is obviously important that the treatment should not be worse than the disease. This is a problem to which attention was drawn several times during the meeting and is especially relevant when most conditions blamed on food intolerance are nuisances rather than life-threatening diseases. This is certainly true The suggestibility of many people is so great that it is crucially important for challenge tests to be genuinely double-blind. In the last resort, foods may have to be dried and administered in numerous capsules. It has to be admitted that some patients obtain secondary gain from -their alleged food intolerances and a few are frankly hysterical or depressed. Pseudo-food allergy has been well described by Pearson"1. Amongst 250 patients referred to his allergy clinic were 24 women and 9 men with pseudo-food allergy. The women tended to be 35-45 years old, middle class, articulate and polysymptomatic. Most were adamant that their symptoms were not 'psychological' but were convinced that food was responsible for panic attacks, agoraphobia, irritability, mood swings and even suicidal thoughts. Many had read publicity leaflets from clinical ecology clinics or a best-selling book Not All in the; Mind (whose author, -Richard Mackarness, was in the audience at this meeting). In the end, their symptoms were often attributable to chrinic hyperventilation or depression.
At this stage of the meeting, there should have been a debate between the practitioners of clinical ecology and the critics who, like Pearson, regard it as 'a mystico-philosophical sytem. of alternative medicine ... based on a rejection of the principle and logic of science'. But the sparks did not fly, despite the remark made by one discussant: 'If it's rubbish, we rheumatologists should say it's rubbish' She, however, was referning to claims that dietary treatment is effective in rheumatoid-arthritis.
These claims were examined in a careful review by Dr AM Denman (member of MRC Scientific Staff and Consultant Physician to Northwick Park Hospital, Harrow). It does seem thiat synovitis improves with diets low in protein or high in polyunsaturated fatty-acid in both human and muriie autoimmine arthritis12, but these have been short-term studies and long-term trials have not been reported. ThLre have been two controlled trials of exclusion diets in rheumatoid arthritis13'14 and both have given negative~?esulta in most patients. However, thle nubr have been small and some individual case reports are-convincing. As fleuman aditted, thle idea that rheumatoidt arthritis results from a hypersensitivity reaction to one or more dietary allergens 'has not been ruled out of court'. The same can be said of many other diseases, including Crohn's disease' . So far, animal models have not solved many problems of human food intolerance. However, Dr C Stokes reported some intriguing work with piglets. When they are weaned, piglets develop malabsorption with microvillous changes in the small intestine, but all this is transient and he regards it as part of normal development. Where does normality end? It is a question worth asking when considering how people react to food.
Many aspects of food intolerance were not covered at the meeting. For example, no one said anything about the dyspepsia which occurs when people eat for psychological or social reasons, rather than according to appetite, or when they eat under stress. But it is a huge, shambling subject and all that a one-day meeting could do was to sow seeds of interest and understanding. If there is a take-away message it has to be Glynn Owens' cri de coeur: 'The greatest need at the moment is for more thorough, systematic and well-designed research'.
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